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Innovative family pl%ming programs reduce birthrates

.

Challenging Estabhshed
Wisdom in Colombla '

Fernando Tarfhayo, MD. -

President, Asociacion Pro-Bienestar
de la Familia Colombiana
(Profamiha)

President, International
Plarmed Parenthood Federation -

»

_’;GNE‘ of the surprisil\g things about -the fami y.plan—'

ning movement was that it first appeared® on thé
scéne, at least in Latin America, already equipped with
complete knowledge, already certain ‘what would work-
and what would not. It did not matter that the prigciples -
of this established wisdom wege untested and unproved *
They were reganded as axiomdafic by &lmost all the famlly
planning associatiors affiliated with thg ln;ernanonal‘.
- Planned Parersthood Federatiof (IRPF), which first intro-
duged family planning to Latin Ambrica in the 1960s’ This
ps(ablls.hed wisdom was based on the following precepts:

o (1} Bamily planning is a very sensitive.and controver-
s1al activity It should be carried out Huietly sqas to
ayoid public controversy and to deny its opponents
a focus for attack

 Massive publicity should be avoided, especially the

“  use of mass media. Besides, wosd of mouth is thex

best medium, there is no sulﬁslitute for .petsonal

contact. .

Famuly planmng services should be dellvered under

strict medica} superv:s;gn Women aceepting the o

[c

(3)

- rate df the country stoo
"the Colombian birthrate had declined to 31 per thousad,

most advanced methods (pills, IUDs)"should first
‘be given a thorough physical examination and
should be called back for physical checkups at
regular intervals thereafter—all to be given by a
medical doctor. -

) It follows from the last point that only a family
planning medical clinic can provide family plan-
ning seywces to people‘who cannot pay for private
medicine—in other words, to, those who" are most in
need, , . -

Such convictions, so umversall.)l held, cannot simply be
derided. .For in certain situations and at certain times—
notably when the movement was just beginning=they
may éven have had a certaingvalidity. Consider the third
point in pamcular that family planning ser\nces should
be pro¥ided only under strict medical supervision. The
inauguration ‘of family planning in Latin America hap-
pened’to coincide with a number of worldwide attacks on -
the safety of the pill and the IUD. It was updoubtddly
necessary to demonstrate that™the use”of such advanced
methods helped improve the health of potential mothers:
Even in retrospect if is hard to see how such a demonstra \
tion could have been made except under medical super,
vision. However, once the demonstration was made, the
principle of strict mdiliical control probably outlived .its
usefulness.

The Associatiof®for the Well bemg of the Colomblan
Family (Profamilia) was orgamzed in 1965 when the' birth-
at 4% per thousand. By 1976,

bringing the national gtowth rate down from over 3.4
percent per year to between 2.2 percent and 2.4 pércent.
Many reasons could be glven for this remarkable drop in
natallty, incldding changing attitudes and increasing ur-
banization and education. There was no outright opposi-
tién fromr the government of Colombia, which, though
sometimes lukewarm. in its support, of* family planmng

- programs, did go so far as to, organize some activities in .

offigial facilities. Some famlly planning advitizs have
also been carried out by the Colombian Association of
Medical School Facultigs (ASCOFAME). -

[ 3
Role of Profamilia

) . .
. At the same time, it would be only fair to say that a.
good part of the ¢redit shoufld be assigned to Profamilia,
the only orgamization in the country to maintain a vigor-
ous and sustained family planning-campaign—one that
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has achieved broad coverage of the Colombian popula-
tion It is significant to note that Profamilia’s success w.
possible only as a result of abandoning or shatply med 5
‘principles of established wnsdom once
+ 50 widely used as infallible guxdes ,

The first pnncxple on the peed to work quietly could

probably never have been applied in Colombia, sometimes
because -

called ""the most Catholic of Cathohc’countnes
the institutional opposition within the Church hierarchy
was always very alert to anything it percelved as a viola-
tion of doctrine. Showing little appatent sympathy to
those Catholic” theologlans who-<assert the prior claims of
individual conscierice, the Colombian church repeatedly
attacked Profamilia in both the Catholic and the "public
press. Although these attacks remowed ‘any possibility of
“working ~quietly,”” they had some beneficial effects from
Profamilia’s point of view They gaye widespread public-

Tty to the work of the Association, and they smobilized
¢ Colombia’s inteltectual community on the side of family

planning. - .
Because 1t proved ‘l@possible to abide by the first prin-
ciple of established -wisdom, Profamlha then decided to

. abandon the second prmcxple-avoxdmg pubIn:lty Thus,

Profamilia deliberately orgamzed the first”mass media
campaign 1n South America to promote famlly planning
By 1968 an effort was under way to blanket the country
with short messages en family planning, which were
broadcast over 40 radlo/stanons The -miessages directed
potential acceptors to attend the nearest family plar(mn’g
chinic By then Profamilia had, organized clinics in all of
Colombia’s important cities Evaluations subsequently
established "that the radio campaign had a powerful efhct
on chinic attendance  ° :
Profamiia dGes not deny the vilue of word-of-mouth ,
contacts Rather, the personal approach is*seeq as a valu-

+ able adjunct to mass media campaigns But it is too expen-

)

Q

sive to rely on word of mouth and personal comtacts only
to the exclusion of other information technigues -
P!ofamnha also helped pioneer’ the postpartum ap-
proach in'Latin American hospitals to reach women whp
have just given birth Thanks to the interest and cooper-
ation shown in officidl circles, the Association was able to,
ipstall a postpartum program in Bogota's largest Social
Security hospital This program has attained acc?,ptance
rates of around 30 percentof all the women who enter
this large facility as patients ‘Yet the postpartum approach
15 also a.dehvery system cc\nfln{ed to strict medical’control

RIC*

PA Fuiimext provided by R

3 - Usmg -Nonmedical Channels

By the end of the 1960s, 1t had become evident that the
physical examinatign given fo potential acceptors of orals
was not adequate in p tnig which wonten would ex-
perience side effects At the™same time it had become clear
that the practice of family planning, under whatever con-

_ ditionsy led to a remarkable |mprover'nent in maternal and
“child health. These findings opened the way to syste
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began in 1970"in the State of Risaralda where distributien

" posts,- manned by Profamilia-trained persomnel, were es-

s » I AR “pablished throughout a rural area that was considered very
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of'noncbnrcal contraceptrve distribution where para- re

'medrcal or comwunity- Pased workers drstrrbuted oral

A
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. contraceptives ) .

With frnancraf‘agsrstance from the Colombran Federa—
tion of Coffee Growers, who had determrned to improve
health indices in the Qogee -growing areas of the country,
Pro(@-mrlra became. theji¥st organrzatrojarn Latin America
to undertake nonclrnrcal drstrrbutror\ programs The work .

- 1 -

‘

difficult for famrly plannrng programs to reach The re-
sponse was overwhelming. It clearly showed that when

delivery systems are net confined to the classical clinic, .

many barriers to the use of family planning can be elimi-
nated. Within three years, half of the women at risk in the

" " district served by the community-based distribution pro-

grant’ had becomé acceptors of contracéption. Even more

surprising were the continuation rates. According to a .

Population Council evaluation, 80 percent of/acceptdrs
remained as users after one year. y L L.

Thesge results were so heartening tbat the. communrty- .
based- distribution. program was extehded to nine othflr °

states, including, the most populous. thanks Jargely to
continued support from ‘the Coffee Growers Federation
It was quickly seen that the same system could be applied

to the marginal, low-income districts of. the major ities u

In 1974 community- -based distribution was brought to «
poor neighborhood i Bogota Again, acceptante and con-
tinuation rates were excellent Community-based distribu-
tion has since been extendéd fo poor districts in all of
Colombia’s most important cities . :
While it hds feen'shown that prior physrcal examination .
has lttle value in predicting complicatiohs, some accep-
tors of orals still experience side effécts These women

~ are referred to the neatest clinic’ by local distributers, who |

. have been traned to méke such referrals Accordingly,
the clinic has assumed a.new rol®™ot as the center of the
delivery system, but rather as an essential backup to the
far-flung communrty baséd-“distribution systegus. Thus,
the new system has not impelled Profamilia to dismantle
Its cEcal network, which in" 1976 tonsisted of 48 centers
locatel] throughout Colombia’s major populatron centers.
lndeed\ the combination of. clinics and com unity-based
drs'vtnbutlon “places 70 perc t bf the natipn’s people with-
in easy reach of Pr s facilities These two’ non-
governmental systems ar faﬁt now serving 15 percent
of all the women at risk in the country.

If clinics are no longer at the’ certer of Profamrlia 5
activities, that role might still be assigned to one clinic,
the Centro Pioto (pilot center) in Bogota, which also
houses Profamilia’s admrmstratrve headqua‘teps The
Centro Piloto performs many functions, including a larg

,amount of training, but it remains primarily a center fo

the delivery of family planningNgervicés In 1976, the

/
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00,000 ,visits from new and

continuing accgptors{thus b¥coming possibly the busrest
single famrly planning centpr in the ‘entire developmg

\ : Commercial Drstnbutron T,

‘Based on the Centro Pilgto, another novel program has
been developed whwch involves the commercial distribu-
* tion of contraceptives. ‘Commercial distfjpution is, of
/7 course, another delivgry system that evades strict medical
control Under this program, Profamilia imports contra-
ceptives, condomis and pills and distributes them widely
to pharmacres and other retail ‘outlets at a price high
enough to nfake the ;Program self-sustaining and low
enough to keep the prices of all brands down to a reason-
able level By this means, more than 800,000 cycles of
.. pills and 2,300,000 units of condoms were distributed 1n
-~ 1976. The system also. includes some distribution of
foams and jellies.
Obviously, famly planning “services with the wide
« coverage grovided by Profamilia® are an important drain
on the lg'.ited financial tesources of the Internatichal
Planned Parenthood Federation, whrch is, after all, a pri-
vate orgamzatron supported by, voluntary contributions. |
For this reason, Profamila organized a vigorous campaign
to raise funds locally—something that is not easy in a
country.Yon the road-to development. Nonetheless,  the
response has been geatifying, as exemplrﬁed by the con- *
: srderable support.given to the work of fhe association by
the Federatron of Coffee Growers. Many, donatrons are in
‘a form other than cash, as forYexample the free air time
provided - by Colombia’s three- largest radio networks
Donations in kind and in cash, supplemented By grants
.- . that the association has been able té obtain from other
’ orgdnizations; have meant that for the past few years
IPPF has been called on to supply less than half of Pro-

» . _famiha’s annual budget Y . '
’

Pioneer Votumar)'/ Sterilization Program .ot

Profamilia 1s convinced ‘that sterrlrzatron freely chosen,
is an egsental adjunct.tp comtraceptive programs. It repre-
sents a choice that should 'be offered to couples who have
< . Mchrlaren they wish to Have ahd who prefes 3 surgi-

‘ v cal method for example, to continued qill-taking for the
rest of a, woman'’s fertile life Yet Profamilia was informed,
on the basis of established\wisdom, that sterilization pro-
'grams%ould be 1mpossible to "espablish 1n a Ca'tholrc
) )
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erwvironment; that the publicity: resultmg from such pro-,
grams would be extremely harmful; and that they cduld
even result in the Association’s bemg closed down. It was
also said that the macho attitude alegedly so prevalent in
Latin American men would prevent, them from seeking
the cemparatively simple procedure known a§ vasectomy.
These statements. were made with great convfction, de--

spite the fact that sterilizatfon programs had never been -

attempted.in Latin America . \

In 1973 Profamrha deci®ed to test .the atmosphere sur-
rouhding sterilization,in a limited program set up in the
Centro Piloto, The response*was overwhelming and, ih
fact requrrec’ doubling and then a redoubling of tha
facilities available in the Centro Piloto The program was
soon extendet to other cities, tapping what 'was' obviously
an unfulfilled demand on the part of many Latin American
women for this safe and simple procedure. The estab-
lished” wisdom was shown to be, 1p fact, a libel on the
intelhigence of people in Spanish America In 1976, 18,044

women chose to be sterilized through the new simplified

procedures at present available in Profan}}lra while 976
men were vasectomized ’

Family Planning Succeeds

‘Profamilia’s experience demonstrates that ;.vigbrous
family* planning program can succeed in reducing exces-
sive rates of population glowth 6n a national scale. It is
probably true that a mult{Sher effect has been at'work to+

jﬂce the birthrate 13 poirts in only 12 years as such a
reduction would require a coverage. greater ‘than the 1
percent of women at risk now served by Profamilia. Some
of the declme can be attributed to the continued wide-
spread practrce of clandestine abortion. Some of the de--
cline has undoubtedly come from the legitimjzation of
f’amrry planning practices that has arcompanied Profami-
lia)s wide media coveragé. The media caverage ks created
an immense’amount of discussion of the subject with the
result that people everywhe¥€ in Colombia have come to.
feel that family size is a matter subject to decision. While
the most margtnal elements in the populatioh”will always
need assistance, there is probably a threshold of accept-
ance beyond which the practice of family planning by

: mformed individuals becomes virtually self-sustaining,

program or no progra

With its ¢ery low death-rate (9 per thousand in 1976)
Colombia is’ still growing too fast for a country seeking
to advance its economic and social development. The in-

’ f
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" credible %h rate of the cities—as high as¥ percent’per ,

year for Bo a—c’ontmues to present almost insuperable

) problems Although Profamilia has helped falmaly plan- |

ning “take hold” in Colombia, s rapid expanbion of in-
formation and services*wpuld-be most desirable right now
'to speed the achievemnent of a mote reasonable equilibrium
between population growth and the growth of the coun-
try’s economic capabnlmes A family planning program
appropriate to the size of the nafion can probably be
achieved only with active and mote vigorous parhc:pahon
. by -the national government. Such participation may not
be too far off now that Profamilia has succeeded in dem-
onstrating tif the people of Colombia wish to control
the size of their families and that there are few political
pitfalls in’ helping them do so.
A further comment: Profamilia’s 2,400 r"al and utban,

distribution’ posts that-.serve the community-based dist

tribution program mean that there are 2,400 active pro-

=
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© esdentially new and novel activity in' the Lati

\ 3

L 4

ponents of famlly plannmg workingin every setting the
country has to offer—rural countryside, hamlets small
towns and big cities., . - C

¢

, Family planmng is now entering its second decade as
an organized activity in Latin America. The movement
has encountered great -problems there, but at the: same
time it has achidved unexpected succésses—and not only
in Colombia. Family planmng must still be tegarded as an
American
environment;. and thus' even more effective teChniques
for the delivery of information and services will undoubi-
edly be developed The Colombian experience indicates
that a questioning and inndvative attitude is called for- if

programs are to achleve wide coverage, especially for .

those people who are most in need of what famlly plan-

ning has to offer. As with any new agtivity,"a skeptical -
. attitude should be taken toward ”establxshed wisdom”/ if

the mgvement is to succeed.

.
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ohtraceptives, free of charge and availgble to everyone
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- per year. Infant mortality rates ﬂuctuated around 154 ,

‘pes thousand. A systematic campaign for the eradlcatlon

.

.Famlly Plaqnlng in .\
Mauritius

LL' T, . /

-

- *

_; V. Rajcoomar -
* Demographer '
in coltaboration with
Director of Family Planning,

2 ‘Maternal and Child Health Services
¥

THE tiny .1sland of Mautitius (720 sq. miles) in the
Indian Ocean off the coast of Africd experiehced a’
sudden increase in population size during the period im-
mediately following World War,II. At the time of the 1944
census, the population of Magrifius was 419,185, in- .
creasing by about 1.5 percent xnually The 1952\census
recorded @ population of 501,515, increasing b ‘mere
than 2 percent annually. The raprd incredse in population
became even- sharper between 1952 and 1962 when an
annual avegge rate of more than 3 percent was recorded.
At such a fast rate,” the size of the populatlon would |
more than double to about 1.3 million by 1985. ° .

In 1976, the populatfon in Mauritius was estimated
at 867,885, making Mauritius one of the most densely

. spopulated countries in the world wnh more than 1,200

persons per square mile.

The causes of this demographic change are not difficult
}e 1denhfy Before 1945 the crude birthrate averaged 36
per 1,000, and the erude death rate was 28.5 per thou-
sapnd, giving an annual growth rate of less than 1 percent

. . \ !
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of malaria, which was started in 1948, promptly caused

a very sharp fall in mortality: This, coumed with the pre- |

vailing high fertility, quickly swelled the size of the pop-
ulation. The crude death rate fell from 27.1 pér thousand
in 1944 to 15.8 per thousand ik 1954, a decline of almost
50 percent The first %yldence of this rapid population
. growth «ame in tle 1952, census. Faced then with the
dual problems of underdevelopment and a fast growing
population, in 193# government appointed a com-
‘mittee ‘to consider problem presented by the trend
ofﬂndeaée of populatlon in refation to the economic re-
sources and potentlal productivity of the coyntry and to
investigate and report on the racticability of any method
of resolving*the problem.” hz its 1955 report, the com-
mittee stressed the need to make family planmng services

available to the populatlon
.

— Private Agency Active -

In'1957 a voluntaiy organization, the Mauritius Family
Planning Assooiation (MFPA), was formed to stimulate
publxc awareness of the need for planned parenthdod.
. From its inception, the MEPA has advocated all available
methods of eontraception, An intensiye famlly planmng
motivational campaign has been sustained by emp oy
personnel as well as by volunteers in the association.

In 1963 a second, largely Catholic, drgamzatldn the
ActionFamiliale (AF), was formed to enceurage use of the
rhythm method of contraception. 'In 1964 the govern-
ment offered financial support td both*the MFPA and the
AF, and in 1965 the International Planned Parenthood .
Federatlon (IPR§) started supplying a yearly ftant as well
“as supplies to the MFPA. "

The populatlon policy enunciated'in the 4xyear Devel-
opment Plan®1971-75, and reiterated in the Second Plan
. 1975-80 for Secial and Economic Development, was
designed to encourage the pesple of Mauritius to reduce
their gross reproduction rate from 1192”in 1969 to 1.28
by the mid-1980s.

In 1969 Wvo missions from the World Bank v:Slted plaur-
itius to gdvise the. government on setting up a natiortal
family planning program. In December 1970 an agree-
ment was signed between_ the Umtegi Nationg, Eund for
" Populatior: Activities (UNFPA) and the Government of

Mauritius to implement a five-year family_ planning, ma-

»
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ternal and child health’ program Following thiy égreement
in December 1972, the government iintegrated 62 out of
64 chnics gnd 29 supply centérs of the MFPAs within the
Maternal and Child ‘Health Services (FP/MCH Services)
of, the Ministry of Health and sa up a Natronal Family
Planning Committee . to, coordinate populatlon activities.
The MFPA continued to operate two clinics and to evolve
new strategres to #each the population still untouched by
exrstmg programs. AF continued functromng as in the

past. Upon integration/of the MFPA clinics into the gov-

ernment’s health infrastructure, the government took 2

-« very significant step forward by makmg ‘contraceptives

t

)

© 0
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available to all, free of.charge, through program outlets
The MFPA followed suit

A

-
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W hat Caused the Fertility Dechne?

Wrth‘the development of extensive family planning
services on the island, particularly during the second half
of lihe: 19605, femhfy began to decline, andQat decline /
has continued. To what extent were family planning ser'v-
"ices instrumental in bringing about that decline?

There are*no controlled family plamming studies that

prove irrefutably that an orgamze“l’amlly planning pro- -

gram can produce a fall in fettility, Hpwever, if fertility
did_not decline “significantly before: the program began, *
and if family planning program inputs pa‘nllel fertility
declines, it is hard not to believe that the program accel-

erated .tre fall in fertility Mauritius has sufficiently de- =

- tailed statistics 4o demonstrate such a relationship. .
- Jhe table on page 11 provides some of the key st-.ustics

to dogument the case. As’the government services provid- *

ing family planning were eplarged, the numbeér of new
acceptors grew, multiplying more than fourfold from
about 3,000 in 1965 to more than 13,000 in 19%5. The-.
" number doubled from $,000 .to 15,000 in a, Single year,
1973, when contraceptives were for the first time dis-
tributed free of charge. Over the same ten-year period,
" the-mean age of first acceptors droppeé “from 30.5 to 265,
increasing the emograpﬁpc impact of the program. More-
.-over, by 1975 ne3rly 60 percent of new acceptors (58.7)
had fewer than threesliving children. Program records,
although not adequate to calculate continuation, rates,
showed about 40,000 current users in lis
hat have been 'the effects of this p gram on fertrlrty?
As the table shows, the general fertility rate has,declined
in a decade rrogr about 180 to about 100. Declineygfilave

been greatest in age groups under Z(de
’

over 25 where ,

- gram. Closer analysis

[y

age-specific fertility rates if 1975 are approxrmately half
as high as they were in 1962. There haé been much less
decline in the 20-24 age group. (Seé graph.) /

Number of Fertile Women Grows

.

In 1974, "however; the_ birthrate increaséd suddenly
*f{oih 22.7 to 27.1 and gave rise to concerft about the pro-
ﬂ\owed two possible causes: (1)
an increase in_the number of women reaching marriage-
}U}e age and peak fert.rlrty,, (2) an mcreafe irt the numbe

marriages following.a substantial gain in’ the groés

“national” product Both gf these fa_ctors were teflécted in
an increase’in thé number and percentagg of fixst, second . .
and third birtks, while fourth and hrgher orders of brrth
contmued to decline.
« I8 a young population like that of Maurmus the age
strutture now temds to encourage higher birthrates. It is
inevitable that newly married couples will tend to have
their children soon after marnage In the 1973- 74 analy-
sis, oWk of the 78 percent increase in fertility, 42" percent
was accounted for by.the first birth order alone. Thus the *

. rise in fertility in 1974 should be viewed in the context of

the‘ momentum built up_as a result of the very young
age struc!ure typical of Third World countries. #

At juncture it could well be asked whether the

" ‘present age structure will not be a stumbling block to
urther decline$ in fertility to levels comparable with the
technologically advanced countries. In fact, the crude
birthrate registered a slight drop-in 1975 to 25.1 per
thousand as compared to 27.1 in 1974. In 1976 it i~ _sti-
mated to be around 25.6 per thousand-la ma'f,.nal in-
crease over the 1975 rate. However the trend in the num-
ber‘of new acceptors joining the progr-: night be viewed
as an indlcation that the Mauritius . amily Planmng Pro-
grgm has reached a plateau.

Because of this %ige structure arid because an ever great
Ler percentage. ‘of births are first, second or third order, it
“is not implausible to assume that the crude birthrate in
"Mauritius is*likely to-fluctuate around the 1975-76 rate

for a few years. The National Family Planning Program
i¥ conséquently focusing its effofts on younger couples
without losing ‘sight of older couples still in their repro-
ductive years. ) P

Meanwhrfe, as government and private prog’ams have
coltributed “to the important, decline in fertility, other
" ™overnment development policies have also achigved sig-

nificant successes. Life expectancy, for example, has
.
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u Houbled fron't/rt'};e fo'\q_ JC?‘;n 1945 to the mid 605 by

: 1975. Over. thé same petiod. ﬁnEant mortaty*has been cut
# to nearly dne’ quatter 1he"i‘,?72 level Since 197%, per '

]

capﬂa Lross national produ{‘f has doubled More than 90

percent of the populatlorg

d.§ to 1. is enrofled i~

;achrevemem & other dévelopment goals For these rea-
sons, Maurgius hés adoted a formal ?nd positivé popu- '
lation policy . designed. to reduce the /gap between high )

fertility and low mortalrty This effort has beert gentinely

and largély.indigenous through strong local partlcnpatlon

and leadership both

Sthok*‘sﬁznn‘: 18 pegcant, of ithe, malex and - 34 pereent of *

“the females édvanuﬁg r.o secondary schools *

These ° programs may also encourage ldwer fertility,
but at the same tme’ lower tegglllty will facilitate the

'

a

Nevertheless forelgn assistance,

techt\bcal- and matenial, has eased ,the” heavy fmanual bur-

\ -
L

" den and. helped the Government of Mauntnus fulfill its
pohcy ob]ectlves »

\\ “ . ‘4 :
Mauntlan Vital S(ﬁtlstlcs anﬁamlly Planmng Da,ta for Selected Years 1962 1975 A
-~ ., ¢ e -
; N :4 . Y < _— ' - 7 7
- x, . 1962 1965 1970 , " 1972 ° 1973 1974 . 1975
Number of New Acceptors @023 9,900 8031 . = 153723 -+ 13601 ° 13,528 .
Mean Age at®irst Acceptancg '30.5 " 27.0 < =, 268 - 26.8 26,5
Number of Cutrent Users " 1,175.° 24,408 , 28,062 . 35,232 88,277 . 40,408
Nu—"cr of Family'Planning ! ' . s LT .. )
Sewxce Units & Person e g ‘ R - . .
. Clinics \. » - - 62 © 72 78 © .80
Supply centers” y - y - 2o+ ' 3 - T a9 3§D
Doctors , Co ) C O B(F13° 4(#+10° 7 (H10) 15
Cli¥-al assistants < < ~ 16 - 16 26 T26 ¢
Eield-workers - ! . “ : % .63 +“ 75 - 75 ' a4,
Motwators | cL T 74 .73 . 83 ‘
Vltal Statistics ‘ L T T e R
.Crude birthrate - 38.5 . PP {‘?4.8 "o22, 7. .27 1 1251
Crude death rate - 9.3 81 . ®8 s+ 79 , 7 s .81 -
General fertility rate 1814 - L . ' " 1045 1&9 #1019
Population growth rate %" .2.9. ’ \ 17 E 17"
Net reproduction rate *, / 2.5, ; . i5 v 13- v ‘1.4
nfant mortality rate ST 60 1 * 63.8 : 62.5 45.3 . " 48.7 ..
Percentage of Births b T4 1 = ’
Birth Order . ' , * : ) - et . '
1 . , : 22.9 26.4 290" ° 306 9314,
2 ' - 187 - 199 20.6 7 - 221 .
3 b, " 142 15.2° 144, $ 145-- - 140 7
4 < . 10.7 104 . 1 101 g 161, Sos5 T
5 v & g 7 .- ., 85 ° 78 ., 73 6.9 v, 64 1 0
6+ « 21.1 , 180 Jé.1 154 Yy 132
Per Capita GNP {at factor R . P - .. “
cost in rupees) . .4 e . 1,550 1,99 " 7. 3489 3409
#Increase in 1973 15 attnbutable primarily to thefree distribution of contracephves - ‘ .'J . . . -
Mobile van, - . K L. e \- el - .
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MAHARASHTRA thh .an estxmated 1977 populatxon
of about 57 mullion,’is the ghird most pogulous
state in.India Maharashtra mclu!s 92 percent®f the
total population of India and 9 5 pegcent of its land-area
Population’ density in Maharashtra in 1971 was 164 per-
sons peresquare kilometer, which’is slightly lowet than
the whole.of India Maharashtra has a hlgher percentage
f urban population than any.othtr Indiar}-state with a

little less thap ore third of its popuTatlon hvmg in urban "

areas ot
. The birthrate in Maharashtra during 1951260 was 41.0

per thousand prylation as compared with 41 7 per thqu-
. sand population in India as a whole. The birthrate re-

." mained virtually unchanged until 1966 when it was esti-

mated at 39.8 pér thousand for.Maharashtra and 41.1 pet
thousand for the whole country. Since then. the gap has

widened. By 1974 the birthrate in Maharashtra had fallen .

to 29.0 per thousand, compared yvith 34.5 in all of India.

12

.perfo;mance

»
:

The faster decline-of the birthrate in Maharashtra has
been consj with the state’s family' planning program
ordmg to official statistics, family plan-
ning performance in Maharashtra stands second Only to
the state of Haryan& The latter is muchss/mr in area s
well as populatlon ﬁﬁ Maharashtra 35.3 percent of cous
ples were using family planning or were effectively pro-.

tected 1n December, 1976, as compared with 229 percent

\dia as'a whole ¢ . -

harashjra hds been the piorieering state m‘Indla in

ield of famxl.y planning Voluntary family planning
as intreduced’in Maha ashtra as early as 1925 when the

.. late Professor R D.. Karve started a "birth control chnic’

in Bombay. For many years his efforts were derided, but

" he continued to carry thé torch for famll/pianmng along

*

with- other saq rms, and eventually his contributiofi
was Tecognized was follpwed by Dr A P’ Pillay,
who i 1936 “conducted a training course on family plan-
ning in Bombay Today Maharashtra'i re;ax;\s its leadership *.
afd is runner -in famlly plapning ;ﬁrformance
‘among gll states in India.

The family planning®igogram ‘in Maharashtra ha
steadily gathering momentum for. the ‘last two dec as
can be seen in the table below. For example, with @ mere.
41,189 - sterilizations, during 1957- 61, acceptance has
grown»dsteaddy to 219,241 in "1961-66y 1, 150,636 in
1966—71 and 2,037,088" it 1971-76. Thgse “are fxgures
through:March 31, 1976, the end of the Indian fiscal y
and éfore the intensive campaxgn began. Although

\ﬁsage has declined, -acceptance of conventional contra\

teptxves esPecxally condoms, has mcreased greatly, .

l?rogtess of I-'anuly Phnniné i
‘Mﬂ‘mﬂdﬁ 1957-1976
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As in the test of the country, the family planning pro-
gram in Maharashtra has evolved through various phases,
The first approach was clinic-oriented, but 1t failed to

reach the peobli and resulted in poor/,per?ormance. In
S b N 7 )

1963 the extensien outteach dpproach was adopted. This
boosted performance fivefold in a short time span Never-
theless, récognizing that family planning had not “yet

reached the masses, the government of' Maharashtra-in
» ' i
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1967 reviewed the situation and after deliberation among
the cabinet ministers made certain momentous decisions.
regarding tke state family planning program. The’ out-
standing features, of the new policy were an emphasis on
sterilization and a complete involvement of the* Zilla
Parishads (dfftrict councils) in the program. The results
were remarkable. During the Fourth Five Year Plan, the
performance in Maharashtra reached a new high level of
1.15 million sterilizations. During the next five years
(1971- 76), fhe figures rose still further with more than"
1 million sterilizations recordéd.

Decentralization Crucial

“Crucial in this context ‘was the democratic decentraliza-
tion of powers introfuced in Maharashtra in 1962 The
Zilla Panshad is a democratic organization of locally
_ elected representatives, which has jurisdiction over a dis-

trict With the exception of Greater Bombay whlchﬁ entire-

ly art urhgn® district, each of the remainifig 25 districts of
Maharashtra has one Zilla Parishad The Zilla Parishad is
responsible fot ‘the development activities of the districts’
and the participation and involvement of the people in the
development process through.their elected council mem-
bers The district health officer in the area covered by the
Z\llia Parishad is in charge of the_family plapning prb-
gram in the district .

Each ®listrict 1s divided .into various_community devel-
opment blocks. The development, activities at the block
level are looke® after by a body of elected members known
as Panchayat Samiti The medical officers at the block
level manage the family planning program of the block
Thus it can be seen that when the Zilla Parishads were
entrusted with implementation of the family planning
_program the program in the district in a sense became

“'people’s program ” This policy of involving the peo-,_
ple through their elected representatives undoubtedly°h¥s *

an influence in boosting program performance

In 1971 the International Institute for Population

Studies in Bombay conducted a study onthe involvement

of Zilla Parishads in the implementation of the family
planmng program In this st? six districts of Maha-
rashtra were compared, including twd with very good
performance in family planning, two with medium per-
formance and two with very poor performance. It was
observed that the involvement, active support and par-
ticipation_of ‘the district leaders in the family planning
program had great impact in improving family planning

performance both at the district and block level. Dist¥cts
where leadersiip involvement was gheater had superi
family planning performance compared with those wz:ere
this involvement was lacking. In effect, active support‘
by the local official and uné)fhcnal leaders appeared crucial ’
In promoting f.a:mly planding, especially for methods like ~




»
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sterilization and- the IUD. The' support of these leaders
helped in building the confidence of the-people in the
. @program ag well as in- the_ specific methods and also
... helped-in §upportxng the follow-up action so essential in
-a mass program like family plamming. In the districts or
* blocks where family planning achievements were con-
snstently bﬂtﬂ it was QbSElN that_the local leaders
helped the doc‘tdrs in %everal da}'ferent ways such as ‘en-
lisgting accept(ﬁ arrangmg for, follow -up, After-care and
encoeuragemen nfermmg dorctors of cases needing medi-" -
cal help, and in. “general epsuring more medical attention
when needed.’ .

Moreover, - the interest, sypport and mvolvemer)g of
+ Jocal leaders was found*to facilitate the work of the’ "offi-
"cials who were ‘in charge of the program. Some of the

leaders accompanied the.doctors and provided necessary,

help. Sometimes the leaderg or their wives accepted: vasec-
tomy or tubectomy lnd‘a:&:owledged if publicly in order
to win the confidence of the People in these methods.
Thus they set an exdnple fo/r others to follow and prac-

3
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ticed what they preacheg. 7

Another important feature of the Maharashtra Famlly‘
Planning Program was the involyement of other’ depart-
ments af the fistrict level. This was understaidable be-
cause the family planningprogram in Maharashtra was
viewed as one of many development programs. For in-
_stance, ,in one district where 72 percent of the. area is
covered by forest, the support of forest officers proved to
be a great-halp to the program. Some incentive schemes
were also lmtl‘fe&"‘ﬁy “the government to promote the

" program at the village as well as the individual level. Vil-

lages with better family planning performance were re-
.warded through development schemes such as Building
" roads or public wells. ' ¢

.Through various imaginative schemes, Maharashtra

‘- State has been in the forefront of ‘the voluntary family

planning program in India. What seems to have been most

- crucial in the success of the progranmt™is the involvement{
of the people themselves through their official and un-
official leaders at the community level .

¥
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REDUCTIONS IN THE

CRUDE BIRTH RATE

/

AN §ELECTTEI? DEVELQPING COUNTRIES, 1955-1974,

.

Percent Decrease / ' . '
in CBR
f F ! T ‘I"a
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These data were cited in an address by Robert S McNamara, Presxdent World Bank, to the Massachusetts Fnstitute of Technology, Apnl 28: wm
1977, They were prepared trom the Population Council, Population und Famuly Planning Programs: A:Factbook, 1976, with subsequiént
modific ations by Parker Mauldin, Populatien Council and recalculations as needed Most of the percentages can be medered accurate

only to mthm about ten percentage points and may not agree exactly bec duse of rounding

/ A . .
- ‘ . . . . oW . " 7
Country N . * CBR " CBR 1975 Population ,~
., . in 1955 "in 1974 ~  (in millions) - .
N
- ) o . i ‘5 .
Group I (over 50 million) N ) L P
India" o . a3 % 0508 Y
Indonesia . B .46 40 132
Mexico & . . ‘ 46 : . 40 / 60 . L
Brazil e ) ' 41 38 108 ‘ 0 ’
Pakistan « ' : L Lo 49 47 ., 70 v
‘ Bangladesh\’ e . 49 79 LU\ -
Nigeria : ) - : . .49 49 63 . |
, : : ; . ‘
Group II 120 t0 50 mxlhon) ’ . v .
" SouthKvrea ; , .o 4Q 24 3B 0 ' |
Colombia : : . . 46 33 . 25 T
Thailand, | . C ' ’ 47 34 42 A .
Turkey , ‘ ' 4 45 33 39 ) .
Egypt . . . - 44 . 35 . 37 - 2 "
" Philippines . ' ‘ 45 . 36 42 )
" Burma oL ) . a3 40 .31 i
Ethiopia - L 51 48 28 ¥
Iran + -, ~ o, ! .47 45 34
\ -Zaire SR / .47 .45 25 )
(,roup 111 (under ZQ mJH;,on) - - S »
Africa—~. Mauritids A - 44 25 ! 0.9 °
. Tunisia | - | Co47 - 36 56
- Americas - ®ostaRica , . 48 . - 28 20°
. __ Chie * - . . 36 23 - 10.3
/ Trmldad&Tobagn ¢ . 41 31 1.7 . .
- " Barhados Co. . . ) 32 21 0.2 . .
s \Pa}ﬁma' _ o e 41 ﬁ 4 17 RN
“TAsia- Singapore, r\ 43 ' 23 P
- Tawan . L v L - 44 23 16.0 . o )
/% “HongKong * 35 , 18 C 44 ' ’
y Fiji oL - 44 28, 06 "t
Sri Lanka _ 38 27 136 “
. _ Malaysia e . . 45 L3R 105 .

[ ] ‘\) g\ ‘ ‘ . 5 18 : . . /




. ‘Strong national and community leadership
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Chmese Blr&t Planmn
What Makes It Work7

- Dr. 1-chao Chetw ,

i ’”
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- IN the Early 1960s after initial vacil]ratlbn the Chlhese

pohtrcal elite -took vlgorous gven prodding, achon td

N spread birth planning and, Jower f'emlrty Wh was this *,

done? Bellevm?rampant populatidn: growfh cto; b mcomr

"+ patible with a “plangted soafalrst ecohomy, l-he elrt,e tecog-
nizéd that gcurrent rateg . of bopula.tron growtk could not

be raprdly reduced -of stabilized merely- thtdugh govern-

mentap'peals'to practite responsible ,parenthood*- .

) The pmblem ultimately rgqurred a’ f‘u,ndamenta] exten-,

.. sion of socraI morality by ]lmrtmg the freedom to’ get.

married at an. early age or havé.as smahy children as- de- |

Sired. Such actions were not arBrtranly imposed- 'b'y ad-"

mrmsttaﬁ've fiat-but, rather, througly mobdrzmg social and

cpmmumty pressures Rather than codify re.productrve

Q

>

. ° X ’ ~ ‘. ,
‘ ) ' 4 " ‘-

Surmmnzed from thé findings of Dr Chen s moqo&raph Population

and Hpalth Poliqy n the People’s Republic of China, Sruthsonian In-

stitution” lnterdrscrplmary Communication Program, Washington, D C,,

1976 Drsmbuted by NEQ Press, - P O Box 32, Peaks. Island, Mamé)

04108

-
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norms into law,' the Chinese government recommended
.thrge Basic social .changes: delayed marriage, $paced bixths
. :and abanderiment of the traditional preferenge for sons; ’
In the last decade, the Chinese government has greatly
expanded and s.trengthened theé nationwide ngtwork of
integrated rural health care and planned birth services by
bringing on- the-spot preventive health, care, simple cura-
tive treatment "and contraceptive Supplies to the-rural '
villages. At the same time, the government has encouraged
and prodded loca}] commbinities to work out their own
commumty populahon planning mechamsms to reduce
’ andlstabrllze ferhlrty . ‘ -
‘o

- .
.

’

Hrgh Prrorrty for Birth Planmng

.

,Smce theerd -1960s, the Chmese elite have' designated

_ the, rapid umversalrzatron of basic level health care and
the ez(tensron of planned birth work as tasks of the high-
est priority. This priority status-has meant that the ad-
inistration at all levels musy draft plans with targets and

¢

JApeime schedules and must’ mobilize, all available resources
to reduce fertility,. Virtually all political,” quasi-political

" {e-g thg Young Cpmmunist Leagues, thesWomen's Federa-
t[ons) and health unpits - ‘have been presseéd into service and
.have béen assigned ‘fasks. Practical methods for imple-

’ meqtmg birth planning policies have been devised at the
grass -roots level,~and performarrce ‘is contmually moni-
_tored and penodrcqlly évaluated by the central govern-
merft. which holds the pagty and health bureaucracies
" strictly accountible for accomplishriient of tasks.

* . Where population programs in.other developing nations
* have focuéed on prométing ann\acrrtatmg ‘birth limtta-.
tion amohg married couples of reproductive age, in China'
the program emphasizes late marriage and the spacing of

« births in additih to small family norm%. Somé other
.countriess have’set a’ minimum legal marriage age some-
what hrgher than the traditional marriage age, and some
- programs have preached the need for birth spacing with-
out setting specrfrc guidelines for family size. No other
. 'country, however, his specrflcally squght to exploit late®
‘marriage and blrth
fertility. By askmg oUng people to abstain from bearing
¢children between.the ages of 18 and 25, the Chinese gov-

““ernment’s encouragement of & widespread practice of late

marriage has sought to lower the intrinsic birthrate and,
hence, the intrinsic growth rate on the assumption that if
womén marry a age 25 .rather than age 18, four rather

19
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acing as ‘instruments of reducing -
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than five generatlons will be l,>orn wrthrn a century. ln a
soqiety, where marriage has Jtraditionally occurred in the
middle to late teens, the. change to a later marriage age is
‘even more dramatic

\ia Although the goal of*most famrly plann;ng programs *

4

.Yo have couples limit ,famllues to two or three,children
would appear to be an équally good approach to reducing

ertility, in reality it is an unrealistic goal.lf couples ‘marry
&yungJ After having two to three children, these couples .
probably will not undergo sterilization desprte the more
than 20 years of ré'proddctrve life that lre ahead for the

wife - . P ¢

)

Communrt\ Planmng of Brrths

.

In the last several years, an increasing riumber of com-

munities in ‘China have adopted a model that may be .

called c&®mmunity plannlng of, births THe following ex-

ample illustrates how community planning of births is
.accomplished 1n a commune, the lowest administrative
unit in the rural areas. - o

On the basis of vital statistics from the previous year,
the commune leadership may suggest that the ¢rude birth-
rate be reduced from 25 per 1,000, the rate of the pre-
vious year, to 22 pér 1,000 for the next plaf year This
suggestion 1s passed down fintil it reaches the lowest
‘evel, th¥ production team’ The eligible couples in the
, team meet to draw .upt the team birth plan. They,calculate
the fumber bf births that would yield the suggested
brrthrate and then proceed to allocgte bitth turns’

among themselves Priofity is given first to ngwly matrred .

. couples and childless” couples secorid ‘to couples with
y .one child and third to couples with two. children ‘or

co\ﬁ!ples whose "ycungest child s ¢losest to age four or .
five These priorities are basetd, an the new reproductive .

‘norms promoted by the govern,ment

® Young people shoufd not get maMwed unttl they reach

the -recommended (o optimal) age of martiage' 2s
for men and 23 for women, 28 and 25 respectrvely
ih citres)
e Each couple is to space births at four to flv{year
intervals
e Each couple should llmrt family size to three children
(two In cities), regardless of sex :
les thus allocated the. “birth turn’’ abstain from
prvircrng contraceptton while the dthers continue to

practice contraceptron Obvrously adjustrpents have to |
be made' for failure to' cdnceive during the plan year, for .

[mc :

.
N .

\
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. This master charty posted on the wall of a chmcsof a silk textle plant,
Soochow, Kiangsu, People’s Republic of China, lists the names of mar-
ried women workers by the years In-which they _plan to beay children
during the Fourth and thtlr 5- Year Plans (1971- 19;'5 and 197~ 1980)

L4 ! -
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unplanned pregnancies due to-contraceptive failure and
" far unanticipated developmer guch adjustmerfts are

- made by mutual agreement at g§oup meetings. In this
way, the community as a "whole reduces its fertility year
after year until a véry low fertility rate 1s achieved. ane
the low fertility rate ig realized, the task becomes one of
stabrlrzrng fertility at the'low level .

Spectacular Decline in Kiangsu
’

. »

Community ‘planning of births _has not been spread to

all ‘parts of China but in the last several years, the Chinese . -

government has Jmade vigorous efforts to disperse com-
. munity-level population planning’ throughout the’ coun-
try. Where community planning of births has been implé-’
mented, the results have beerr spéctaculat. *According to
the official newspaper, People’s Daily (Jenwmin Jeh-pao) .
vof February 22, 1977, ”The natural jncrease rate of ‘popu- _
lation for the province of Hopeh and Kiangsu {with &
population of more thart 50 million in 1974} has de-
clined from 20 per 1,000 in 1965 tgaround 10 per 1,000
as of now. The municipalities of ?hanghai and Peking
have controlled the rate under 6 per 1,000.”” There is no
way of determining the validity of the claim. If true, how-_
ever, the population progtams in the two provinces and
two metropolrses must be regarded.ae the greatest success
story of orgamzed populatron programs in hlstory

‘ .
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Barefoot Doctors

L d - A .

} Innz)ther developing. nations, the official population

program usually 15 the re§ponsxbxlxty of a ministry of
" pamuly ,planmng (eg, Pakptan) or of a specially created
bureaucracy (e g.. Indonesia, the Philippines, Malaysid)

\ or of a component *.lmt of the ministry of health (eg, -
India) To the extent famxly planning programs are inte-
grated with other development projects, the integration’
-goes only as far as merging the famuly planmng serviced

 with maternal and child health'services.

' « InChina there are no separate planned -bxrth orgamza-

tions below the county level The rural health service has

been integrated within the existing social and, economic.
fabric at the grass-roots level Followlng a decision in

1968 to universalize cooperative health services, Peking

called upon the local party and revolutxonary commuttees

to organize recruitment and training of barefoot doctors
and to establish cn?;:ratxve health stations. Upon com-

: pletion ‘of* their tcaiming, the new barefoot doctors re-
turned to their own brigades to practice their newly ac-
quxred skills at, the brigade cooperatxve health station
erected for them

The policy goal has, beew train and deploy one bare-
foot doctor for/every 500 rural populition There were
1.5 million barefoot_doctors by thie end of 1976. If China
had “a tgtal rural populanon of 750 million in 1976, the
policy goal may be regarded as having been realized by

" the end of 1976. Henceforth, the task will be to upgrade

. the quality and skills of the barefoot doctors. through

continued in-servife training '

.

™ .
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Having helped train the barefqot doctors,  the state ‘
assists themr in the following manner: (1) by provxdxng
all preventive health and birth control supplies free of » ¢
charge, and 12) by reducing the price of. or subsidizing;
* pharmaceutical dgugs and equipment sold to rural com-
munities. Depending upon need, the?s,tate may also pro-,
vide a nonrecurrent grant to low-incéme brigades to help
them get their cooperative health mat?ons established and .
operating :

- - s
. .

L

Local Self-rellance

. The local community 1§ expected to manage the station”
and finance 1ts operamn largely through local resources
by setting up a cooperative medical fund derived from
premiums paid by individual members and through ap-
prppria\xon from the brigade’s (and "sometimes the com-
mune’s) welfare fund *All management decisions are made
and enforced locally Needless to say, the fact that the
paramedical service is, financed largely by local resources
2and under local écommunity management tends to makes
the local pecple regard.i{ as their own—a condmon- vital+
to the long-tgrm viability of the service

Barefoot doctors, are selected by the local commumty
. because of their- class backgfound ability to work with
people and dedication ‘to se;rvxng the people. Ins#ad of
“waiting for people to come to the clinics, the barefoot
" doctors, sanitarians and women's work.cadres* often per- -&.‘
sonally .deliver sypplies. All of these qualities. plus th&

* fact that these people are paid by and"are Under the con~*
trol of the local community. tend to make the barefoot
doctors responsxve to the needs and feelings of the com- -,
munity.

The dual finaricing system enables rthe government to
achieve a high degree of outreach with "a*limited budget ,
and also enibles the government te concentrate its scarce
resources on subsidizing preventive health and planned .
birth services. .

¢
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Three Stratgiks

The. wing stratégies used by the Chinese in their
bxrth-p,ra‘nmng program are of great significance:
(1) The principle of, leadership by personal example:

v

- -

v
.

*In current Chinese usage, the wotd cadre applnes to any nuclear group
in a responsible posmtion jn.any orgamization of government, party, |
industry, agnculture. military or cultural hfe A key word in Chinese

. Lommunst termunology. cadre alsonmphes ideal legdership and loyalty.
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No matter hat a cadre’s position or work, each cadre " - .o — N T
must practice late marniage, birth spacing and birth con- Ty
- trol to demonstrate the benef:ts of smallér families and the L
. safety of contraceptlon or sterilization. : L ‘r i . }
" (2) The psychological’ mechanism of group dynamics. ‘ N :.__ :__ I '
Group meetings have been used to unfreeze many tra- ' . ; 1 e H fT
ditional norms; since the early 1970s the same procedure | 1 ! v ! el >
has been increasingly used to change norms on marriage hai-ufiatadind el ol '1" -
" age and reproduction By 1973 the extension of group . : : ,: ’ : !
plahgfng births in urban. centers resulted 1n remarkably -—-- . 1 L
low birthrates in the cities for which data are available < - ‘ -
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The perforated sheet of paper 1s actudly a series of female oral con-
traceptives which dissolve on the tongu# Also shoun are the front and
+ back ofvthe card carrying instructions for their use Dosage corresponds
to that of the well-known “pill”"—one pill or square a day for 21 days,

ceptive was developed in China

. ’

(3) Collectivized agriculture. The work-point system,
which is used to remunerate members of the rural pro-

duction team or brigade, has accomplished two ob]ectxves
increased productivity and demographic restraint. Com-
bined with the agncultural taxation pohicy under which
an indivijlual production team is assessed a fixed amount,
rather Jn a fixed rate, the work-point system provides
a strong incentive for ihcreased output.so that the amount
divided among the members is maximal At the same time,
it also encourages the production team tg keep its mem-
bers from increasing so that the maximum earnings are

A large billpoard sign exhorts a cychst to DO'A GOOD JOB ON divided among the fewest possible persons In a context

PLANNED-BIRTH FOR THE SAKE OF THE REVOLUTION, where the rural villages ‘have beeh denied the option of
Q ,
ERIC - 22 : : . 21,
. .om- R :
. . .
- . H ., V4
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with a week's interval before starting the cycle again The paper contra-




rural-to-urban miggation as a way of siphoning off sur-
plus manpower, this economic. consideration tends to
impel the ruzal community leadership fo internalize the
cost of excessive, or unplanned, population growth.

The main deticiency of the Chinese program is the lack -

ot standardized evaluation procedures Most Asian pro-"

grams have centralized research and evaluation umits at
their headquarters for the purpose of engaging in demo-
graphic analvsis. antiapating bottlenecks and sugj

or #testing wavs ot improving pertormance These struc-
tures However are often created with technival help and
finanaal desistance trom abroad .

esting

.

+~ A Rational and Realistic Choice,

In conclusion, China’'s population program differs
significantly from , programs in other countries in the
employment of orgamizational arrangements, sociak and
cultural changes and development strategies. Not only is
the planned birth program integrated with the health care
system, it 15 also built into the political, adminfikrative,
social and economic infrastructure at the grass-roots level.
The Chinese program is distinguished,by the degree of
leadership commitm®nt, as measured by the comprehen-
sive action taken and the_ resources and manpower in-

¢

. )

’

File ot planned birth cards ut East 12 Red” silk textile plant, Soodhow,
Kuanrsu \ . .

1 4 - B ¢
vested, #s well as the extraordinary organizatiénal capacity
developed in pursuit of policy goals:

Furthermore, the Chinese elite <« commitment to egali- .
tartanism and distnibutive justice has the effect, intended
or otherwice, of faclitating their efforts to make small
families a rational and realtstic choice for the vast majonity
of the popuilation )

s

- L : ~Populati:n Estimates for the Egple’s Republic of China
Ira——— > ’ -~

. Populati'on ‘ i

e size
Source {1 idllions)

Birthrate
- (per 1,000
population)

' . Death rate
(per1,000 |
population)

Johd S. Aird,
US Dept. of
Commerce (1972)

United Nations
(1973)

Leg A. Orleans,
U'Cgl.ibrary of
ongress (1975)

Worldwatch .

Institute (1975)
R.T. Ravenholt,
USAID (1975)

850

823

876

i
g
' 19

14

Sources: Tomas Frejka, “One-fifth of Humanity,” People, Vol. 3, No. 3, 1976; Worldwatch lnm'ute World Populmon Trends, No. 8, October

1976.
*Includes Taiwan, 14 million < <
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- The lowest birthrate recorded in South Asia . *in 1953, only 459 percent of worhen age 20-24 were
' . ) . . , married, compared t6 65.6 percént in 1953; and only"
r . 73.5 percent of women aged 25-29 were married, com-

X pared to 84.1 percent in 1953. Altogether, it least 20 per-

Eamlly Plannlng Helps ' . cent of the women now reachmg the age of 30 are fot yet

married, and many of them may remain ¥nmarri’e‘d .High
k literacy rates and contifiued education tor women and
ln Srl Lan a . men also discourage early marriage. * .
. Declines in fertility among those already mamed are
. - oanously the result of successful family planmng efforts.
' Among eligible couples, about 43.8 percent are now using

Dr. (MIS;)
Siva Chinnatamby

Honorary Medical Director
Famuly Planning Association of
Sri Lanka

IN the hrst 50 years of this century, the crude birthrate

in Sri Lanka remained fairly steady at about 38 per
thousand populanon but since 1960 the birthrate- has,
steadily declined to a low of 27.2 in 1975—the Towsest
birthrate® recorded in South Asna This rapld decline can
be attributed to, two factors: first, a decline in the per-
centage of martied women in the critical high fertility age
group under 30, and second, a decline in fertility among
married women, especially those under 30.

Both factors may carry lmportant implications for de-
veloping countries. The reasons for nenmarriage or de-
layed marriage are both demographic and economic. A
young woman in Sri Lanka ugMally marries,a man about

five years her senior. Becaw§¢ the annual number of live-
births rose steadilybetween 1940 and 1962, there are
any more-worflen at the age of 25,-for example, than

there are men at age 30. The growing rate of unemploy-

ment and economic uncertainty for young men has also
. discouraged many young people from marrying. As a re-
sult, according to the 1971 census, only 10.3 percent of .
womlen age 15-19 were married ’compared to 23.7 percent




injectables and conventiondl methods like the condom.
Famuly planning servi_es are readily available from public
health midwives in the field,:from facilities operating in
. all government hospitals, including many with post-
partum tubal lhgation service§, and from commercial
sources An extensive health infrastructure combined
with high rates of female literacy (80 percent) makes it
easier for wom-n to find and use these famly planning
. services Male va-~ctomy services have algo become popu-

lar s} .
. . 4

Densely Populated Island

ln 1971 the overall density of*Sri Lanka was 529 peoble
per square mile, making itwone of 'the most densely pop-
ulated agncultu;al countries in the world. About 60 per-
cent, of the population-i1s concentrated in the Wet Zone,
which comprises only 23 percent of the Island’s area
Populatxon characteristics, such as average age at mar-
nage and mantal fertility, differ widely between the Wt
and Dry Zones The population in the Dry Zone has a
lower average age at marriage (21 5 years compared to,
", 24 5 years .n the Wet Zone), hxgher fertility and a higher-
. than-national-ayerage growth rate’
The population ef Sri Lanka, now more than 13 mil-.
_ lion, has grown five and one-half times since the first
national census of 1871, which recorded only 2.4 million
, people. The first population doubling took place in the
58 years between 871 ard 1929, the population doubled
aéain’in the 30 years between 1929 and 1959 In 1960
the annual growth rate ;reachei an all-time high’ of 2.8
percent - -
/ Over the past 30 years, Sn Lankas population has
undergone' a classical demographic ‘transition in three
stages AR . :

o 5
V
l

1_Untl 1946, high birthrates and high death rates ~

prevaxled -

. From 1947 to 1966, high birthrates continued while
_death rates declined markedly, mainly because of
control of epidemic diseases like malaria, a rapid fall
in infant mortality and improved maternal health
services throughout the country. :

From 1967 to date, birthrates have declined and the
death rate has remained relatively low.

‘ TheNdecline ‘both in the number apd the fertility of

married Women was recently documented by George
Q .
ERIC
*

contraceptive methods, inclyding pills, 1UDs, long-,acting'

’ ~ * LY

Immerwahr, formerly with the World Health Organiza-
tion in Sri Lanka. As the following table shows, if all
women had experienced the same age-specific™ fertility —
rates in 1975 as in 1963, there would Kavesbeen a total
of 529,000 births. If age-specific fertility amorig married  /
women had remained the same, births would have totaled
445,000 ~ Actually, only 375,000 hisths were recorded..
(provisional) in 1975 Thus, a total of 154,000 births
were averted in 1975, of which 84,000 may be attributed
to a lower percentage of women married and 70,000 to
lower fertility within marriage

Cooperation in Family Plarining . E
< ' v
2
Increased contraceptives use, facilitated by easily avail-
able services and a widespread awareness of modern fami-
ly plannipg methods, has been an important factor in Sri
Lanka’s rapid transition to lower fertility ‘ ]
The family planning movement 4n 5ri Lanka- began
foll wing a visit to the island in 1952 by Margaret Sanger
Abraham Stone. The Family Planning Association
b- - . .
¥, , |

.
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tion prqgram for dlstrlbutlonbof ¢ondoms in rural.areas

~ 'In 1975 the project was transferred to IPFF and expanded
to include the marketmg of oral“tontr“vaceptlves

, . Reachmg thé Grass Roots” T '

Today the FPA carries on ¥ wide 7 range of pro;ects de-
.signed especially to reach 'the grass roots Ifi cooperation
with the Ministry of Labor, the FPA- has established a
Jmadle ste,rlllzatlon clinic. which opérates I conjunction
with motivational acivities 1n t’he estate Sector Theaclmlc

s has been a great success Trafmng ‘of medical and"para-
medical personnel for family planning 1s also an impor-

. tant FPA tasle Voluntary stertlization, both male and
female, has 'proved to be very- acceptable in S Lanka, «
especially: with modern advances in surgical techniques
,and the consequent reduction in the Jength of hospitali-*
zatlon required fogfemale Sterilization b .

Sri ‘Lanka thus provides a good example of an active
‘private organization aqd an extensive government pro-
gram workihg in cooperation to enc,ourfge lower fertility. .
Social and economic condmons ‘as well/as a demog:aphlc
pattern that has helped reduce early marriage, have also’
contributed to hastening the demographic transition in
Sri Lanka toward a2 more modern’ balince between’ low
birthrates and low death rates

and Abraham Stone, The Family Planning Association ®ri Lanka Vital Stahshcs 1946-1975
’

(FPA) was founded 1l 1953 and became a member of the

s = =

fnternational Planned Page-nthood Federation in 1954. At N 1946 1953 /19&971 1975*
that time 1t establishéd clinics aqd offered services mainly . -
in Colombo and 1ts suburbs Crude blrtthe w0 37.4° 387 34~4 30 1 272
ln 1958 the government e’rt[ered the famuly planning Crudedeath .- . e
movement by accepting a Swedish government offer to rate 202 109 85 '7.7 (8"5
establish pilot projects in community family planning thural ;ﬁ .
programs Swedish assistance. a major international inp increase (%) 1.7 2.8»‘ 26 22 1.9, -
in the country s populatlon Program, has been in t# lnfantmbrtality’ T e ;
form of contraceptive supplies, technical assistance, clinic {per 1,000 live - . . ‘
equipment and transportation In 1965 the goverpment biths) * 141 78 56 43 . n/a
YT incorporated family planning into the maternal and child * Maternal deaths: . - ‘ .
health care serv1cesé1e Ministry of Health - (pes.1,000 live , . ’ .
In 1973, following~a review by a United Nations births) « 155 49 " 24 1.5 n/a
tnteragency mussion, the government of Sri Lanka and ¢ o T,

# the UN Fund for 'Populauon JActivities signed a Joint ::f;ixectancy .. C ‘..
Multidisciplinary Pro!ect Support Agr'eement Under this Male .+ 438 578 625 640 . n/a_
agreement, .UNF?A is providing._assistance totaling $6 s Female - 415 557 63.0..669. n/a
millior over a period of four years :

Also 1in 1973, Population Services International (PSI) v §ourcr Sx!hnhDepmmemoiCemus&Smisﬁcs
introduced an experimental communlty based distribu- 1975 figures are preliminary. .
‘2 b ; ) 25




-

» ’

) -

Closmg the femlnty gap between rich and poor
by making servtées fully avanlable ) . .

Impact%s Family

[

!
/

Planmn% Programs
~ - ' : . i -

-

‘ ld
>
. "Frederick S. Jaffe -
President .
Alan Guttmacher Institute
J
- N

FTER decades of insistence that birth control was
not the business of the US government' in 1965 fed-
eral_involvement in family planning began with an $8, 000
antipoverty grant to a.Planned Parenthood program
. Corpus Christi, Texas.'That smal| and tentative invest-
. ment has since grown to more than $200 nfillion annual-
ly. The bases of the federal program afe otganized clinic
- sesvices, which with fedéral support now pl’bvnde modern ’
“methods of contraceptioR to nearly four million patients.
~ Almost all are low-income\avomen; the remainder arein-
.dividuals who have experisficed difficulties in obtaining
ﬁ\tracephon for sych. reafons as age; marital status or
al residence. In fact, dufing the first half of the 1970s,
the U famnly planning program- helped these women to
avoid miore than dne million unintended’ births. Alto-
gd et over the last decade, the program has helped reduce

* the traditional gap_ in fertility ng rich and poot by
é L4

"~ * about one fqurth S
Q : .
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.and would be re
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Developmeht of the US family planning program was
accelerated by Congressional enactments in 1967 and
1970, by the reporfs of a Presidential committee in 1968
andsby the US Commlssnon on Population Growth and

o the American Future in 1972. The ratfonale forthe pro-

gram was hased on the findings of .nationwide fertility~
_ studies in 1955 and 1960, indicating that US couples of
"all socioeconomic *and ethnic ‘groups desired small to
moderate- snzednfamllles approved of fertility regulation,

“and hdd tried to limit their family size with one or an-

.other contraceptive method. .At the same time, howevet,

" the studies revealed g significant proportion of. unwanted

ard mistimed births, particularly among low-income and

" poorly educated couples who relied disproportionately on
" the least effective, nonmedical methods of. contraception.
" Accordingly, “the f;mlly plinning program gave priority”

to increasing the access of low-incomie individuals to con-
traceptive segvices.  * v

v ~

- : . . .
’ Program Assumptions = ;.

. Although some have argued that the basic problem is
motivation, that the poor want more children and aremot
willing to plan reductions infertility, US programs have
been based on the primary need to assure Iow-mcomg,
faglies and individuals full availability of and access to
family planning services. This emphasns is based on five
specific agsuinptions: . -

(1) The major reason low-income people have reliedon
less effective nonmedical contracéfstives is because they

-

o

s

have net had "access to physicians who control the #m .

tribution of the more effectlve medlcal'methods

.(2) 1f. &ffective medical contracephves were to bamade
available and accessible, and if information about theix
availability were widely disseminated, low-income people-
would use them. f

(3). Gredter use of effectiVe contracephves would lead -

avoiding unintended pregnancies

in lower fertility rates. ’
program could effectively increase avail-

to greater success i

(4) A publi

* ability and actessibility for 10w-m_coIne people by financ.-

ing expansion of the supply of cgntraceptive services
through existing }m‘alth institutions or, if necessary, by
creating new" agencies devoted pnmanly to dellvery of
family-planning services.  « .

§5) Successful adoption of effective contraception by
a significant proportion of low-income people would

-~ encourage other low-income, people to adopt modern




methods and would be ‘more effective than exhortation ~ ® In all years for which data on the socioeconomic
in influencing motivation to regulate fertility. status of patients are avdilable, clinic users were pre:
. . : dominantly of low- or margtal-income. In 1975 nearly

. Program Accomplishments 6 to 10 of all patient> werg) below the official federal

These assumptions have Dproved well-founded. Certain- poverty index, 8 in 10 were below 11 times the index, and
ly over the last decade the accomplishments of the fed- - 9 in 10 were below 2 times the index..
erally funded US program have been notable. ) ® An increasing number and proportion of clinic pa-
® Between 1966 and 1976 the numbef of people served tients are young women who seek effective contraceptive
by ~organized ' family planning clinics “increased from - services before the beginning of childbearing. Although
540,000 to 3,924,000—an incréase of more than seven- in 1969 only one fifth were under 20 years of age, by
fold. . ' 1975 the median patient age” was 23; nearly one third

never borne a child. . §

® The primary function of the clinics is to introduce
contraception to many low and marginal-income women
who have never used it afd-+e.upgrade the contraceptive
practices of othes. In 1975 nearly half of new patients
used no method, or less effective methods, prior to clinic
enrollment; after- enrollment, more than 8 in 10 used
pilly IUDs or“sterilization. The change was even more
dramatic for teenagers: Before enrollment, two thirds of
adolescents used nothingsor the less effective methods
while after enrollment more than five out of six used the
pill and the IUD. ’

® In 1966 clinic services were provided by fewer than
600 agencies and were concentrated in the.nation’s-largest
cities. Today family plannlng clinic services are provided
in about three fourths of the United States by more than
3,100 different organizations—health departments, hos-
pltals Planned Parenthood affiliates and other agencies.

*'e In"addition to contraceptive services, farly plannlng
clinics provide a wide range of. preventive health services.
In 1975 more than three million patiénts received Pap
smears, breast and pelvic examinations, blood pressure
checks, VD tests, urinalyses and blood tests. In act,
family planning clinics have become the dhtion’s largest
providers of preventive health services fqr low-and mar-
ginal-income women of childbearing age and for adoles-
cents in all socioeconomic groups. This holds true even

a

A i
Y

planning services are specialized only or pnmanly in
family planning services. -
he number, of new and contim}lng patiertts served
by clihics comprised about on€ third of the estimated 9.9
million low and malginal-indome wdmen at risk of un-
wanted pregnancy during 1975 It is estimated that an

.
PAruntext provided by eric . . /

were 19 years of age or younger, and nearly half had -

. though more than 7 out of 10 clinics that offer family

additional 20 percent, some of whom had their services

El{llc o oo ," . v / 28 ‘ 27-
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};axd for by Medncand and other publicly fmanced pro-
grams, recerved services from private phys:c:ans

Accessible Services—A Key Factor A

These operational measures of program achievement
are sufficient to confirm most of the hypotheses on
which the program was based In other words, federal
programs increased th® supply of effective contraceptive
services by prov:dmg funds to health departmerits, hos-

“pitals and other agencies for the delivery of tHese services.

The servicés became mgre accessible and available This
led to substantially incréased use by low- and marginal-
income Rople and to maﬁl!d»upgradmg of contraceptive
practices among this segment of the population This
could only have happenéd if the program’s first hypoth-
esis were also correct: Fhe principal fertility contral prob-
Tem experienced by low-income pepple was lack of access
to effective methods. :

’

~

- >
In the last five years, a number of other studies have
provided evidence supporting the conclusion that the
program hds a significant effect on low-income fertility.
In 1972, based on National Fertility Study data, Norman

. Ryder and Charles Westoff showed that although there

was a 36 percent decline in unwanted births among all
US couples during the last half of the 1960s, the decline
was 47 percent among the least educated and 56.percent
among blacks—two subgroups that are disproportionately
represented among the low- and marginal-income patients
served:by the program. Two years later, {:mes Sweet used
us Cerrsus Bureau data to show that the decline in US
fertility dunng the 1960s was most prgnounced among
blacks, American Indians and Mexican-Americans. In
1974 the author demonstrated that the fertility decline be-
tween tite last half of the 1960s and 1971-72 was greater
among the low- and marginal-income women from which
thé program’s patients are drawn than among higher-

- <+
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incom&women Last year Robert Weller used data from
three National Natality Surveys to demonstrate that the
proportion of nonwhite marital buths defined as un-
wanted by the parents declined from 21 percentan 1968
to 10 percent in" 1973 while tHe reduction among whites
was from 12 to 8 percerit '

To provide-a direct test of progrdm effects on low-
income fertility, Phillips’ Cutright and the author carried
out a systematic nationgl multivaniate analysis with ex-
tensive statistical controls using data for each US county
on enrollment 1n famllv plannmg clinics in 1969 and the
fertilifs- bf white and black women in various S0C10gCO-
nomic groups 1a 1070 We found a consistent pattern mdl-
cating that the higher the- proportion of low- apd mar-
glnal -income women estimated to need family planning
who are actuall) enroled_in clinics, the lower their fertil-

Independent of osher social, economic andcultural
f tors, <lat15t1cally significant program effects on fertility
were- shm'/n for almost all subgroups of blacks and whites
n the. lower spcioeconomic groups and teenagers of all

- economic groups from which the program’s patients were

dr@wn Thus, even at ap early stage in the growth of the
" US national family planning progmam, it had demonstra-
ble effects on reduction of fertility with the result that
tow and marginal-income women and adolescénts of all
income groups - were provided with access tg modern,
effecive contraceptive methods that they would not
otherwise have had .

Extrapolation of these study results-to 1975 suggests
that The program succeeded in helping its patiénts avert
more. than one million unintended births and tHat, the
saving to the government within the following year/from
these averted births was ir excess of $1 billion.
trapolation; #tso suggests that a hypothetical, full
mented program serving all .who are estimate

¢ need of, family planning services could o
toward reducing r

As the teble shows? #ertility in the United States for all
women has declined markedly in the last decade But the
fertility rate of ‘poor women (those_with .ancomes belofv
125 percent of the poverty index) went down by 48.3
births per 1.000 'women of reproductive uge, whereas the
fertihty of higher-income women dechined by 35 5 births
per 1,000 To put 1t another way, the fertiity of poor

o ¢ '

|
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women, today i$§ approaching “that experienced by more
affluentr women in the early 1960s. Poor women lag about

a decade behind higher-income women in using coftra-’

ceptive services effectively
AY

"' US Fertility Declines; 1960-65 to 1973-75 - -

1960-65 1973-75 Difference .

»

” Fertility rate, all)

USwomen . . 1096  68.9 407
Fertility rate, women =~ 4 ) i
under 125% of . ‘
. poverty index 152.5 '\03.8 48.3
Fertility rate, women o ;
over 125% of . N ’
poverty index 98.1 626 35.5

- A related study‘by chhae%iout showed how the
proportion of low- incorp€ women In need who are served
by famly planning clinics can be increased by deliberate
policy actions Also using multivariate analysis, Hout
demonstrated that the most powerful factors determining
how many of those in need are actually enrolled in clinics
are the number of agencies providing famuly planning

+ services and the number of clinic locations at whick the
services are provided . In other words, the more possible
opportunities there are for services, the higher the user
population. These variables are very sensitive to policy
change as increased funding can relatively quickly induce
more agencies to become providers and others to add new
clinic locations. .

Famuly planning programs in the United States and
developing countries have been subjected to more con-
tinuous and more careful evaluatjon than any other large-

- *scale social, educational or heak{\ intervention. Why this
should be so 15 'not immediately self-evident, but its main
effect 1s that family planning programs are called on to

+sustain a burden of proof significantly greater than other

service prdgrams '

Family planning programs have generally sustained
that burden of proof The US ‘evidence, gathered from
voluminous operational and research data, shows that
US programs have indeed accdmplished a substantial part
of what they were created to atccomplish. -

29

o

)

By




‘Makmg Family Planmng Work

In a number of developmg/countnes, birth rates have fallen as rapidly during the last decade as they did in
Europe and the Unitdd States during the whole 19th century. As 71d Bank President McNamura documented |,
in a recent speech and as the figures on pp. 16-17 shoy, some\i:velopmg countries have experienced declines of
‘ more than 40 percent in less than 20 years.

What ks precipitated these rapid dechnes in fertility? What has caused a fall in birth rates, even in the United
States, that rs mich greater than previous mational and international proyectrons7 How have drg')uzed family plan- .
ning programs contributed to reducing the Fertility of the 1950s?

In this report, the Draper World Population Fund has reviewed the impact of famﬂy plannmg programs in six
areas—from Colombia to China, from the United States to Sri Lanka, from Maharashtra stafe to Mauritius '

Moz'e different than alike;, these six areas include small islands and neagcontinents, rich, pqot, and intermediate
economies, democratic, totahtanan, and socialist governments, and most’of the world's races, relrgrons and cultures
Most have experienced some improvement in living statdards, some increase in per cafia ificome, some gains in
literacy and opportunities for women, Most have also seen inflation, unemployment and’ popllation pressures
threaten the quality of individual life ?v!h/as the ggregate quantitative measured of progress and prosperity have .
apparently gained . ] .

*

4

lmpact of Family PEnMng Programs ‘ ’

In all of these countnes, a key factor in dechning fertility has been orgaruzed family planning programs At’one
extreme,‘in the Ptoples' Republic of China a social and politral revolution has occurred As a result, the govern-
ment’s “birth planning”” program is backed by pervasive social pressures for late. .marriage and small families as well
as a tofal rédistnbution of power and wealth At the other extreme, in Colpmbia the government has kept hands off “#
while the pfivate famlly planning association has built a national program reaching from urban glums to moun,
tain villsges and using community- based, workers to bring services and- supplies to their friends and neighbors In .
the Umted States, a developed gountry ‘with an already low birth rate, the federal government has funded family
planning services for low income families, with a resulting decline in the traditional gap between the fertihty Sf
higher and lower income groups. In most countries, governmgnts and private groups have worked together in serv-
ice and education programs But in every case, the numb&r of workers and facilities, the amount of public concern
and attention, the availability of supplies and personnél to serve the population have been the overriding ‘¢lements
that have determined how many people practice family planning and hgw rapidly birth rates dechne.

Other factors—better health, education, housing, opportunities for women, and local community involvement—*
can encourage people to have smaller families, but these require long- term government programs and vast sugps of
money Family planhing programs, on.the other hand, have a direct impact. They can be mrhated rapidly and: re-
quire only himited resources 0‘?

\
"

.

) - ~
. Impactof Private Voluntary Organizations®

In the famrly plannung field,” private VWY ofpRnizations: can have a direct 1mpact tbo by stimulating and |
supporting the kind of family planning programs that ré the grass roots and win the support of the people as

well as the political leaders.

The private sector has led the way 1n pioneering such programs and in plsuading governments to givé higher *
priority to the family planning needs of their people These efforts are begmm to bear fruit in the declining br(tb
rates, of many countries .

. But the problem is far from solved The numbeb of young adults in the de glopmg world in Yheir prime repro-
dugtive years will increase .at least 20 percent by 1990. These potential pareftts are already. born—more than one bil-
lion children.new under 15. Unless they can be reached and helped to have smaller families than their parents did,
birth ratts will remain dahgerously high.. Govetnments have been reluctant to move into the fields of paramedical °
aclivity, sex education, effective mass medta information and -peer group efforts to reach the younger gengration,
the poorest &f the poor, and the millions of remote vrllagers whg_gely visit town and city clinics. '

This is whert the private sector must continue to lead the way, building on past successes, proving that family

)arrrung works when it really reaches the people, and gmcntmg the public support that is neegded to bnng’ family, *
planmng directly into every village and home
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